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Social workers are professionally and ethically bound to provide service based on
a best practices model. This requires that the social work profession engage in an
ongoing effort to produce, consume and utilize innovative research, professional critiques
of research, and interventions, based on an appropriate and culturally competent
knowledge base. To this end, it is imperative that the social work profession addresses
the continuing increase in the rate of senior Americans who are exposed to HIV/AIDS
(Center ofDisease Control and Prevention, 1998).
Members ofmarginalized and socially disempowered groups (persons of color
and women) are at an unacceptably increased degree of risk relative to that experienced
by older Americans as a whole. Living in a rural geographic location compounds these
factors. Seniors, struggling with less access to services and more poverty, face the
overwhelming potential of a virtually unchecked disease progression. This exploratory,
descriptive study was undertaken in an effort to produce preliminary findings upon which
further research may be modeled. While the findings of this study may not be used to
draw conclusions regarding the larger population of rural seniors, this study explored
demographic distribution, HIV/AIDS knowledge, beliefs, and perceptions, as well as
personal values regarding HIV/AIDS among the senior population, of a rural locale.
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Statement of the Problem
Research regarding senior citizens and HIV/AIDS is virtually non-existent. This
has occurred despite the fact that documented cases ofHIV/AIDS in the 50 and above
age category continue to climb. Currently at a high of 13% (Center for Disease Control,
2001), this rate can be expected to continue to increase as baby boomers age, antiviral
drugs improve, and those who currently carry the HIV virus continue to engage in risky
behavior as they age. In light of these factors, one can clearly see the imperative of
research on senior citizens and HIV/AIDS. Ignored as a group of interest for the entire
histoiy of the HIV/AIDS struggles, conceptions ofwho seniors are, what their lifestyle
choices are, and how interventions must be modeled (in order to reach them) must be
addressed.
Many care providers (doctors, nurses, case managers, and senior center workers)
may hold perceptions of senior citizens that are disharmonious with the reality of this
population. They may feel hesitant to offer information regarding sexual matters, or
other risk behaviors, to those they view as parental or grandparent figures. This is
compounded by the youth of those who typically work with senior clients, since younger
geriatric service providers may be struggling with issues of identity and differentiation.
Inaccurate perceptions of the older population must be addressed in research, and
disseminated to professionals who work with seniors in all settings, as a means of
instituting targeted, appropriate preventive services (Center for Disease Control, 1998).
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In addition, perceptions that senior citizens hold about themselves must be
addressed in order to meet the needs of this population. While many seniors may not
consider themselves to be at risk for HIV/AIDS exposure, they are extremely vulnerable
to both the initial infection and associated opportunistic diseases, due to age and immune
system status (Catania et al., 1989; Ferro & Salit, 1992). Seniors’ increased incidence of
medical care, including hospitalization, transfusion (prior to blood bank scrutiny), and
other medical contact suggests that they may have increased exposure risk in addition to
certain risk behaviors previously identified. Seniors who receive routine medical care
may have increased exposure rates due to such contact; however, those struggling
through their older years with little or no care are even more at risk. With regard to rural
seniors, many are unable to connectwith the few services available in their area, much
less receive preventive services from those entities. Factors that inhibit access to
services, such as senior centers, are lack of transportation, widely dispersed housing
arrangements, social stratification, and racial segregation. These factors, as well as the
knowledge and value base of the seniors themselves, indicate a need to formulate
interventions specific to age, race, and geographic location.
Purpose of the Study
This study was intended to explore rural African American and Caucasian
seniors’ knowledge, beliefs and values regarding HIV/AIDS.
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Significance of the Study
Research regarding seniors and HIV/AIDS is scarce. Given the continuing
increase of infection among seniors, it is imperative that researchers address those issues
specific to this population. Lack of recognition of senior citizens, as valuable members
of society, underlies much of the ignorance surrounding this issue. Social work has an
ethical obligation to recognize this disparity of focus and seek ways in which to define,
illuminate, and correct it. This study sought to provide a springboard fi’om which to
formulate future research and preventive intervention. The study also sought to define
and illuminate the intersections of age, race and geographic location as necessary to the
formulation of such preventive measures.
Clearly, the study sought to cast light on multiple underserved groups within the
older population. Rural residents, persons ofcolor, women, and women ofcolor, listed in
increasing degrees ofmarginalization and disempowerment, must be addressed in a
manner consistent with their situation ifpreventive methods are to be effective. This
study sought to provide some clarification of the positioning of this population, as one
step toward appropriate services for older citizens.
CHAPTER TWO
LITERATURE REVIEW
The literature regarding HTV/AIDS among senior citizens is scarce. Most of the
literature available is comprised ofprofessional writings urging expanded research,
prevention, and assessment efforts. Articles on this topic are primarily epidemiological,
general descriptions, or case studies, and little research is available about service delivery
to older persons affected by HIV. The largest disseminator of information on the status
ofHTV/AIDS in the United States, the Center for Disease Control, has published very
little data on this issue. An absence of research and subsequent publication of findings
specific to older individuals and their risk contributes to the misconception that seniors
are not at risk for HIV infection.
Most of the literature available in the first decade of the HIV/AIDS epidemic
focused on seniors as caregivers of their infected children and the grandchildren left
behind when a parent succumbed to AIDS (Turner & Pearlin, 1989). Otherwise, the
focus has shifted from gay men to substance abusers, then minority commimities, and
most recently women and children (Linsk, 1994). Since these groups demonstrated the
most prevalent risk factors, high rates of infection, and eventually, relatively strong
advocacy groups, little attention was given to the potential of infection for older persons.
This assumption rests on stereotypical representations of seniors as nondrug-abusing.
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nonsexual, or if sexual, in a monogamous relationship. In the second decade of the AIDS
epidemic, it is clear that HIV/AIDS is a global concern, much less a concern for all
Americans.
Overview ofHIV/AJDS Among Older Americans
By 1985, researchers understood that HIV was a blood-borne virus. As a result,
screening of the U.S. blood supply began and research on transmission modes resulted in
important findings (Ward, Bush, & Perkins, 1989). Four forms of transmission were
identified: sexual transmission, transmission through sharing of contaminated needles for
injection of drugs, transfusion of infected blood and blood products, and transmission
fi’om pregnant women to their fetus. Even though the seniors were the most firequent
users of the untested blood supply, no appropriate action was taken to test seniors for
HIV in the ensuing years. Friedman, Bums, and Schork (1980), estimated that 70% of all
red-cell transfusions were given to persons older than 49 during the years when the blood
supply was not being tested. In spite of these circumstances, no governmental or medical
entity spoke to the possible crisis for seniors. The potential of infection for older persons
through sexual contact and drug use was even less likely to be discussed, given society’s
reluctance to discuss sexual activity among older citizens, the false assumption that older
persons do not use recreational dmgs, and the belief that drug users generally die before
reaching old age (Whipple & Scura, 1996). In fact, until HIV, no public data were
available on older persons with health problems related to injection drugs (Linsk, 1994).
The Center for Disease Control’s (1998) limited data on older Americans
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suggests that older persons are diagnosed much later than their yoimger counterparts
(Ankrom & Greenough, 1997). One reason for this lag of diagnosis is due to the issues
described in the following paragraph concerning caregiver bias. Another may be
reluctance on the part of the person to be tested based on a lack of knowledge or personal
belief and value system. In addition to late diagnosis, CDC data indicates that persons 50
years and older were also more likely to have died within one month of diagnosis.
Findings such as these suggest that seniors are being neglected as a population of
concern. One reason posited by the Center for Disease Control (1998) is that medical
caregivers, even when presenting with opportunistic diseases that would be a red flag in
any other population, are not testing seniors. Failure to identify HIV infection in the
early stages has a profound impact on the course of the disease, resulting in missed
opportunities for intervention with antiviral therapies and aggressive opportunistic illness
treatment (Center for Disease Control, 1998).
In the first decade of the AIDS epidemic, estimates of seniors’ (50 or older)
infection rates were at 10%. In light ofthe increased success ofdrug protocols, one can
conclude that many of those infected as late as their forties or fifties will live into their
sixties or beyond. Although estimates of senior infection numbers given in the
Epidemiologic Profile for HIV Prevention (2001) were placed at 60,000, Stall, Catania,
and Pollack (1989) estimated that in the United States approximately 125,000 persons
age 50 and older are infected with HIV. In 1992, 54% ofall AIDS cases caused by
transfusion occurred among persons older than 50. Ship et al. (1991) estimated that for
AIDS cases among persons older than 70,64% were transmitted through transfusions.
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One reason for such widely variable estimates rests on stigmatization of this disease and
those who are infected. Seniors are well aware that they are the targets of stereotypical
thinking and many may not feel that they can discuss their prior or current risk behaviors.
In addition, physicians, caregivers, and social workers may adopt a “don’t ask, don’t tell”
stance due to their personal belief system and counter-transference issues (Dunkel &
Hatfield, 1986; Shemoff, 1988; Skiest & Keiser 1997). In the absence of open,
compassionate communication, older persons may be reluctant to report they have
engaged in risk behaviors such as homosexual activity, extramarital sex, and sex with
prostitutes, or sharing needles for drug use. In order to gain a clear and accurate
understanding of the status ofHIV/AIDS in this population, it is imperative that human
service professionals assess risk carefully and sensitively (Emlet, 1996; Linsk, 1994; Stall
& Catania, 1994).
Women are at increased risk for HIV infection as they age due to a number of
reasons. Firstly, women become vulnerable to infection due to physical changes that
occur in the vaginal lining as a woman ages. Thinning of the vaginal lining increases the
likelihood of tearing of the vaginal tissue during normal sexual intercourse, providing
viral access into the bloodstream through the mucosa (Center for Disease Control, 1998).
Women tend to outlive spouses, ifmarried, and to have more than one partner if single or
after becoming widowed. Multiple partners increase the opportunity of infection from
contact with partners with either past or current risk behaviors. Older persons are less
inclined to use condoms and, due to the discrepancy in social power between men and
women, women may not feel that they can demand that a condom be used during sexual
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encounters (Emlet, 1996; Gacta, 1996).
HIV/AIDS Among Rural Older Americans
If studies and subsequent published literature regarding those 50 years and older
is scarce in general, studies concerning rural seniors are non-existent. The effects of
poverty, marginalization, disenfranchisement, and discrimination are all compoimded by
rural geographical place of residence. Services in rural areas provide minimal assistance,
educational services are often unavailable, and many residing in rural areas may believe
they are not at risk because HIV/AIDS is a “big city” problem that does not threaten
small towns or agricultural communities. The combination of little or no educational
intervention, and a false sense of safety, can result in unchecked infection transmissions
in communities wholly unequipped and xmprepared to deal with those in need ofHIV
services.
Prevention Services for Older Americans
Older persons are the focus ofvery little HIV-related information compared with
other at-risk populations, such as younger adults and adolescents. Most prevention
material is devoid of images or text that suggests seniors may be at risk through any of
the behavior defined as risk behaviors. In addition, educational publications focus on
young adults in a manner that may be appropriate for the targeted younger population,
but fails to address concerns of older persons. As a result, uninformed or misinformed
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older adults may become imduly fearful ofHIV even in situations that are not risky,
which in turn may inhibit expression of intimacy and sexuality (Gimtheil & Chichen,
1991). Risks may be more severe among seniors because of other health problems that
have compromised their immune systems. In spite of these findings, little has been done
to meet the prevention needs of those 50 years of age and older.
A number ofauthors have suggested that the need to provide prevention services
to seniors is immediate and that such services must be specific to this population rather
than general in its scope (Emlet, 1996; Gacta, 1996; Guntheil & Chichen, 1991; Linsk
1994). Linsk (1994) states that prevention efforts may need to be tailored to older
persons and prevention messages need to be highly targeted and cleverly delivered in
order to overcome the reluctance, commonly seen in seniors, to disclose information
concerning sexual matters and other risk behaviors. When working with senior citizens,
social work practitioners should include a cursory sex and drug history into each contact.
Including a sex and drug history in any assessment completed will reveal much needed
information regarding risk.
Assessments may be short and simple (Lewis, 1988), using subtle questions to
determine the need for further assessment. As stated previously, physicians often do not
take sex and drug histories in their contacts with older persons. Social workers can be of
enormous assistance to this process, given their unique education and practice
knowledge. HIV must be added to the catalog ofconditions considered in differential
diagnosis of senior citizens (Dunkel & Hatfield, 1986; Lewis, 1988; Linsk, 1994; Puleo,
1996; Shemoff, 1988; Skiest & Keiser 1997). Although diagnosis may not be a primary
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function of social service professionals, social service practitioners may need to assist
other health professionals who fail to consider HIV as a possible diagnosis (Dressier,
1988). Social service professionals may need to educate other professionals about HIV
risk in seniors by making them aware of the information available through the
psychosocial assessment process (Linsk, 1994).
HIV/AIDS in the senior population is an important issue at this time and will
increase in importance during the coming years due to birth and mortality trends and the
aging of the baby boom cohorts (Comman & Kingson, 1996). The population aged 65
and over, and especially the population aged 85 and over, is expected to grow very
rapidly over the next 60 years. The U.S. Bureau of the Census estimates that there will
be 54 million people aged 65 or over in 2020 (20.2% of the total population) and 79
million in 2050 (20.6% of the total population), compared to 31 million (12.5%) in 1990.
Given these projections, one can understand why Stephenson, (2002) questions whether it
is possible to stem the estimate of 29 million infected persons worldwide by the year
2010. Stephenson makes it clear that it is impossible to curtail the rate of increase
without strenuous prevention efforts. Some of the strategies mentioned include programs
to encourage safer sexual behaviors promoting condom use; preventing and treating
sexually transmitted diseases; making voluntary coimseling and testing available;
implementing policies to safeguard blood supplies; treating injection drug users;
establishing syringe and needle programs; and offering drug treatment to prevent infected
mothers from transmitting HIV to their infants (Stephenson, 2002). Consideration of the
needs of the growing senior population must have a place in any implementation of
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Major Theoretical Framework
Three theories predominate in the research concerning senior citizens. One is
drawn from Erikson’s eight stages of development. Erikson defines the stage process as
ego development and the tasks needed to successfully complete the particular ego quality
of any specific stage (Bee, 1994). In the stage illustrated for those 41 years and older,
Erikson identifies the ego quality as integrity vs. despair. The tasks of this stage include
integration ofearlier stages and self-acceptance. This formulation is extremely limited
for what could be a forty to fifty year period before death. An offshoot ofErikson’s
theory is that a life review or reminiscence is a necessary healthy act ofold age (Bee,
1994). As yet there is no empirical evidence to support this theory, even though
anecdotal evidence exists that some seniors do imdertake this activity.
The third of this group is disengagement theory. Concepts central to
disengagement theory include shrinkage of life space, increased individuality, and
acceptance of these changes. Shrinkage of life space means a reduction in both
interaction frequency, fewer persons in the life space, and fewer roles (Bee, 1994).
Increased individuality is defined as the individual being increasingly less governed by
rules and expectations. Acceptance of the changes requires that the individual actively
disengage from roles and relationships while turning inward and away from others.
While the first two concepts are widely accepted, the latter is very much debated.
Evidence shows that seniors who disengage the least show less depression, exhibit higher
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morale, and live longest (Bee, 1994).
Each of these theories contains elements that allow limited application to
conceptualization of the experience ofolder persons. They each neglect to account for
seniors who, as lifespan increases, also increase their life space and begin new life paths
during their older years. No one theory can address the complexities of human beings
entirely, nor can they accoimt for the highly individual manner in which humans respond
to their life circumstances. As persons live longer lives, social science must develop
theory that more closely speaks to the true-life experience ofolder adults in terms of
work, play, sexual activity, family, and other social interactions.
One theory that complements the lived experience of seniors (and others), as well
as the tenets of social work practice is known as self-determination theory. This theory
contends that growth theories fail to emphasize the social contextual constraints that
delay or fragment development (Qualls & Abeles, 2000). This theory also posits that
there are three basic needs that “must be fulfilled in an ongoing maimer across the life
span in order for the person to experience well-being, integrity, and continued growth”
(Qualls & Abeles, 2000, p. 147). The three needs are defined as autonomy, competence,
and relatedness. Autonomy is defined within SDT as volition, such as behaviors
occurring as a result of identifications or intrinsic motivation rather than external
regulation. Relatedness refers to quality of emotional connection one feels and degree of
support arising from that connection. Competence is viewed as a need to feel optimately
challenged in the domains of life that one engages, affording the opportunity to
experience effectiveness and agency (Qualls & Abeles, 2000).
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The theoretical formulation of self-determination theory offers the best basis for
conceptualizing the experience ofall human beings, but is especially helpful when
refraining the way in which we conceptualize the senior experience. Access to
knowledge necessary to create the fullest life possible, in terms ofhealth, emotional
expression, and competency, is fiindamental to seniors’ experience ofwell-being,
integrity and personal growth. Social workers are in a unique and privileged position to
foster understanding of the concepts underlying SDT in their practice with seniors, as
well as other populations.
Statement of the Hypothesis
This study focused on rural African American and Caucasian seniors and their
knowledge, beliefs, and values regarding HIV/AIDS. In order to ascertain how rural
seniors’ age and ethnicity may or may not impact their knowledge, beliefs, and values
regarding HIV/AIDS, the study sought to answer the following
1. What is the difference in the knowledge base of rural African American and
Caucasian seniors regarding HIV/AIDS?
2. What is the difference in the belief systems of rural African American and
Caucasian seniors regarding HIV/AIDS?
3. WTiat is the difference in the value systems ofrural African American and
Caucasian seniors regarding HIV/AIDS?
These questions fostered the following hypothesis:
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1. There is a significant difference between rural Afi-ican American and Caucasian
seniors’ knowledge, beliefs, and values base regarding HIV/AIDS.
Correspondingly, the null hypothesis is as follows;
1. There is no significant difference between rural Afncan American and Caucasian
seniors’ knowledge, beliefs, and values base regarding HIV/AIDS.
Definition ofTerms
For purposes of this study, seniors, older persons, older individuals, or older
Americans, refers to persons 50 years of age and older. Afi’ican American and Caucasian
refers to respondent self-report of identification with, or membership in, his or her
respective ethnic group. HIV refers to human immunodeficiency virus and AIDS refers
to acquired immunological deficiency syndrome. Knowledge is defined as the degree to
which respondents are able to demonstrate facts about HIV/AIDS. Beliefs are defined as
ideas that respondents have firmly incorporated into their thinking about HIV/AIDS with
or without credible evidence to support these ideas. Values are defined as the end result
of the processing ofknowledge and beliefs, demonstrated as firmly held concepts ofhow
life and society should be, as well as choices one makes about one’s relationship to, and




This is an exploratory, descriptive study. As an exploratory research design, this
study focused on a research question about which little is known. Using an exploratory
design allows the researcher to discover generalizations regarding the population in
question, and further, to develop hypothesis that can be used to fine tune future research,
increase precision, and facilitate data collection. Descriptive design seeks to provide
demographic information, relationship between variables, and other details that assist in
providing a generalized description of the population in question.
Setting
Two settings were originally scheduled as sites for administration of the
instrument in this study. An African American church and a senior citizen center were
both contacted to arrange an appointment. Scheduling conflicts and cancellation of
evening services resulted in the need to locate an alternative population. Contact was
made with the large local shopping center in order to facilitate access to an appropriate
population. Permission was granted to the researcher and a table was set up with
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clipboards, pencils and instruments. Volunteers within the defined age range completed
the questionnaire in an average of 15 minutes each over a total period of four hours.
Sampling
A non-probability convenience sample was used. The sample consisted of 30
respondents, 19 Caucasian and 11 Afiican American, fi-om age 50 to 73 years old.
Respondents were all participants at the specified location.
Data Collection Procedure
Data was obtained through face-to-face contact with respondents who
volimteered to participate in the study following a brief introductoiy statement regarding
the study. Respondents were advised that their participation was volimtary and that they
would not be compensated in any way for their participation. The respondents were also
informed that confidentiality and anonymity would be protected. Interview times varied
due to the multiple collection episodes and individual differences in completion rate. The
shopping center gave consent for the instrument to be administered in the location.
Consent forms were provided and signed by each respondent prior to distribution of the
instrument.
Participants were given a 35-item questioimaire consisting of4 demographic
questions, 12 knowledge questions, 6 beliefs questions, and 13 values questions.




Data collected was coded and analyzed using SPSS Student package. Crosstab
calculation, frequency distributions, percentages, and chi-square analysis were used to
obtain results of interest from the data.
CHAPTER FOUR
PRESENTATION OF RESULTS
To better understand the knowledge, beliefs, and values of rural seniors regarding
HIV/AIDS, the researcher used the following hypothesis (#1) and null hypothesis (#2):
Hypothesis #1. There is statistically significant difference between rural African
American and rural Caucasian seniors’ knowledge, beliefs, and
values regarding HIV/AIDS.
Hypothesis #2. There is no statistically significant difference between rural African
American and rural Caucasian seniors’ knowledge, beliefs, and
values regarding HIV/AIDS.
Table 1 illustrates the age and ethnicity of the men and women in the non¬
probability, convenience sample. Four or 13.3% ofAfrican-American respondents were
in the 50 to 59 age group, five or 16.7% in the 60 to 69 age group and 2 or 6.6% were in
the 70 to 79 years of age group. Eight or 26.7% ofCaucasians respondents were in the
50 to 59 years of age group, nine (30.0%) were in the 60 to 69 years of age group, and 2






04=30') African American Caucasian
Over 49 F P F P
50-59 4 13.3 8 26.7
60-69 5 16.7 9 30.0
70-79 2 6.6 2 6.6
80-89 0 0.0 0 0.0
F=Frequency P=Percent
Table 2 illustrates the gender of 30 participants from a county in rural west
Georgia. There were 8 African-American male and 3 African-American female




F P F P
African American 8 26.7 3 10.0
Caucasian 9 30.0 10 33.3
F=Frequency P=Percent
Table 3 illustrates the marital status by ethnicity. The married group made up the
majority of the sample with 16.7% ofAfrican-American respondents and 46.7% of




(N=301 African American Caucasian
F P F P
Married 5 16.7 14 46.7
Divorced 1 3.3 1 3.3
Separated 1 3.3 1 3.3
Single 0 0.0 1 3.3
WidowAVidower 3 10.0 2 6.7
F=Frequency P=Percent
Table 4 illustrates that 54.5% African Americans and 78.9% Caucasians thought
HIV stood for human immunodeficiency virus. Chi-square analysis was conducted at the
.05 rejection level and resulted in a p value less than 0.20. This p value is not small
enough to rule out sampling error and does not suggest a statistically significant




F P F P
True 6 54.5 15 78.9
False 5 45.5 4 21.1
X"= 1.975 df=\ pK.lO F=Frequency P=Percent
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Table 5 illustrates that 100% of African Americans and 94.7% of Caucasians
thought that AIDS stood for acquired immune deficiency syndrome. Crosstab calculation
produced frequency and percentage totals for each group of respondents. Chi-square
analysis was conducted at the .05 rejection level and resulted in a p value greater than
0.20. This p value is not small enough to rule out sampling error and does not suggest a





F P. F P
True 11 100.0 18 94.7
False 0 0.0 1 5.2
X^=.599 df=l p>.20 F=Frequency P=Percent
Table 6 illustrates that 54.5% of African Americans and 84.2% of Caucasians
know HIV is a deadly disease. Crosstab calculation produced frequency and percentage
totals for each group of respondents. Chi-square analysis was conducted at the .05
rejection level and resulted in a p value less than 0.10. This p value may be small enough
to rule out sampling error and may suggest a statistically significant difference between





1 P F P
True 6 54.5 16 84.2
False 5 45.5 3 15.8
X^=3.135 df=\ p<AO F=Frequency P=Percent
Table 7 illustrates that 72.7% of African Americans and 89.5% of Caucasians
know anyone can get HIV. Crosstab calculation produced frequency and percentage
totals for each group of respondents. Chi-square analysis was conducted at the .05
rejection level and resulted in a p value greater than 0.20. This p value is not small
enough to rule out sampling error and does not suggest a statistically significant
difference between African Americans and Caucasians on this knowledge question.
Table 7
Anyone Can Get HIV
('N=30)African American Caucasian
F P F P
True 8 72.7 17 89.5
False 3 27.3 2 10.5
X'^=1.407 df=l p>.2Q F=Frequency P=Percent
Table 8 illustrates that 45.5% of African Americans and 42.1% of Caucasians
thought a mosquito bite was one way to contract HFV/AIDS. Crosstab calculation
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produced frequency and percentage totals for each group of respondents. Chi-square
analysis was conducted at the .05 rejection level and resulted in a p value greater than
0.20. This p value is not small enough to rule out sampling error and does not suggest a
statistically significant difference between African Americans and Caucasians on this
knowledge question. Findings on this knowledge question illustrate the degree to which
a lack of information or misinformation can result in misconceptions regarding the mode
of transmission of HIV. Such misconceptions can result in needless anxiety and reduced




F P F P
True 5 45.5 8 42.1
False 6 54.5 11 57.9
X^=.032 df=\ p>.20 F=Frequency P=Percent
Table 9 illustrates that 27.3% African Americans and 73.7% Caucasians know
that HIV can be transmitted to a baby through an infected mother’s breast milk. Crosstab
calculation produced frequency and percentage totals for each group of respondents.
Chi-square analysis was conducted at the .05 rejection level and resulted in a p value less
than 0.02. This p value is small enough to rule out sampling error and does suggest a
statistically significant difference between African Americans and Caucasians on this
knowledge question. Most African-American rural seniors (72.7%) did not know that
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babies could be infected through breast milk, while an almost equal percentage of




F P F P
True 3 27.3 14 73.7
False 8 72.7 5 26.3
X^=6.111 df=\ p<.02 F=Frequency P=Percent
Table 10 illustrates that 45.5% of African Americans and 63.2% of Caucasians
know that HIV uses living white blood cells to make more viruses. Chi-square analysis
was conducted at the .05 rejection level and resulted in a p value greater than 0.20. This
P value is not small enough to mle out sampling error and does not suggest a statistically





F P F P
True 5 45.5 12 63.2
False 6 54.5 7 36.8
X^=.889 #=1 p>.20 F=Frequency P=Percent
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Table 11 illustrates that 100% of both African Americans and Caucasians know
that the exchange of body fluids by infected person causes HFV/AIDS. Crosstab
calculation produced frequency and percentage totals for each group of respondents. No
chi-square results were possible because 100% of the respondents report the same rate of




F P F P
11 100.0 19 100.0
0 0.0 0 0.0
F=Frequency P=Percent
Table 12 illustrates that 100.0% of African Americans and 94.7% of Caucasians
know that birth control pills do not prevent HIV. Crosstab calculation produced
frequency and percentage totals for each group of respondents. Chi-square analysis was
conducted at the .05 rejection level and resulted in a p value greater than 0.20. This p
value is not small enough to rule out sampling error and does not suggest a statistically








F P F P
True 0 0.0 1 5.3
False 11 100.0 18 94.7
X^=.589 df=\ p>.20 F=Frequency P=Percent
Table 13 illustrates that 36.4% of African Americans and 15.8% of Caucasians
thought withdrawing prior to ejaculation could prevent HIV. Crosstab calculation
produced frequency and percentage totals for each group of respondents. Chi-square
analysis was conducted at the .05 rejection level and resulted in a p value greater than
0.20. This p value is not small enough to rule out sampling error and does not suggest a





F P F P
True 4 36.4 3 15.8
False 7 63.6 16 84.2
X^= 1.648 dM p>.20 F=Frequency P=Percent
Table 14 illustrates that 72.7% of African Americans and 52.6% of Caucasians
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thought condoms can prevent HIV. Crosstab calculation produced frequency and
percentage totals for each group of respondents. Chi-square analysis was conducted at
the .05 rejection level and resulted in a p value greater than 0.20. This p value is not
small enough to rule out sampling error and does not suggest a statistically significant




F P F P
True 8 72.7 10 52.6
False 3 27.3 9 47.4
X^=1.172 df=\ p>.20 F=Frequency P=Percent
Table 15 illustrates that 54.5% of African Americans and 68.4% of Caucasians
know oil-based products such as petroleum jelly would weaken and break condoms.
Crosstab calculation produced frequency and percentage totals for each group of
respondents. Chi-square analysis was conducted at the .05 rejection level and resulted in
a p value greater than 0.20. This p value is not small enough to rule out sampling error
and does not suggest a statistically significant difference between African Americans and





F P F P
True 6 54.5 13 68.4
False 5 45.5 6 31.6
X^=.578 df=\ p>.20 F=Frequency P=Percent
Table 16 illustrates that 72.7% of African Americans and 78.9% of Caucasians
believe being careful can prevent HIV/AIDS. Crosstab calculation produced frequency
and percentage totals for each group of respondents. Chi-square analysis was conducted
at the .05 rejection level and resulted in a p value greater than 0.20. This p value is not
small enough to rule out sampling error and does not suggest a statistically significant




F P F P
True 8 72.7 15 78.9
False 3 27.3 4 21.1
X^=.151 dfi=l p>.20 F=Frequency P=Percent
Table 17 illustrates that 36.4% of African Americans and 10.5% of Caucasians
think that only people who are not responsible will get HIV. Crosstab calculation
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produced frequency and percentage totals for each group of respondents. Chi-square
analysis was conducted at the .05 rejection level and resulted in a p value less than 0.10.
This p value may be small enough to rule out sampling error and may suggest a





F P F P
True 4 36.4 2 10.5
False 7 63.6 17 89.5
X^=2.907 #=1 p<.10 F=Frequency P=Percent
Table 18 illustrates that 0.0% of African Americans and 3.3% of Caucasians
thought only certain groups get HIV. Crosstab calculation produced frequency and
percentage totals for each group of respondents. Chi-square analysis was conducted at
the .05 rejection level and resulted in a p value greater than 0.20. This p value is not
small enough to rule out sampling error and does not suggest a statistically significant





F P F P
Trae 0 0.0 1 3.3
False 11 100.0 18 94.7
X^=.599 df=\ p>.20 F=Frequency P=Percent
Table 19 illustrates that 63.6% African Americans and 94.7% of Caucasians
thought people could get HIV through no fault of their own. A higher percentage of
African-American rural seniors (35.4%) stated this test statement was false, compared to
(3.3%) Caucasian rural seniors. Crosstab calculation produced frequency and percentage
totals for each group of respondents. Chi-square analysis was conducted at the .05
rejection level and resulted in a p value less than 0.10. This p value may be small enough
to rule out sampling error and may suggest a statistically significant difference between




F P F P
7 63.6 18 94.7






Table 20 illustrates that 90.9% of African Americans and 94.7% of Caucasians
believe that anyone can get HIV. Crosstab calculation produced frequency and
percentage totals for each group of respondents. Chi-square analysis was conducted at
the .05 rejection level and resulted in a p value greater than 0.20. This p value is not
small enough to rule out sampling error and does not rule out sampling error and does not
suggest a statistically significant difference between African Americans and Caucasians
on this belief question.
Table 20
AIDS Can Happen To Anyone
(N=30)African American Caucasian
F P F P
True 10 90.9 18 94.7
False 1 9.1 1 5.3
X^=.164 df=\ p>.20 F-Frequency P=Percent
Table 21 illustrates that 54.5% of African Americans and 52.6% of Caucasians
felt comfortable working in the same space as someone who has HIV. Respondents were
also virtually equally divided in the other categories of “uncertain” and “no’ in their
responses. Crosstab calculation produced frequency and percentage totals for each group
of respondents. Chi-square analysis was conducted at the .05 rejection level and resulted
in a p value greater than 0.20. This p value is not small enough to rule out sampling error






F P F P
Yes 6 54.5 10 52.6
Uncertain 2 18.2 3 15.8
No 3 27.3 6 31.6
X^=.072 df=2 p>.20 F=Frequency P=Percent
Table 22 illustrates that 63.6% of African Americans and 63.2% of Caucasians
would send their child to school with a classmate infected with HIV. Chi-square analysis
was conducted at the .05 rejection level and resulted in a g value less than 0.10. This 2
value may be small enough to rule out sampling error and may suggest a statistically





F P F P
Yes 7 63.6 12 63.2
Uncertain 4 36.4 2 10.5
No 0 0.0 5 26.3
X'^=5.220 df=2 p<.\Q F=Frequency P=Percent
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Table 23 illustrates that 18.2% of African Americans and 36.8% of Caucasians do
not mind providing one on one service to someone who has AIDS. Crosstab calculation
produced frequency and percentage totals for each group of respondents. Chi-square
analysis was conducted at the .05 rejection level and resulted in a p value greater than
0.20. This p value is not small enough to rule out sampling error and does not suggest a




(N=30i African American Caucasian
F P F P
Yes 2 18.2 7 36.8
Uncertain 3 27.3 4 21.1
No 6 54.5 8 42.1
X^= 1.155 df=2 p>.20 F=Frequency P=Percent
Table 24 illustrates that 27.3% of African Americans and 57.9% of Caucasians do
not have a problem hugging someone with AIDS. African American responses in the
“uncertain” and “no” categories represent 72.7% of total responses, compared to a
combined total of 42.1% for Caucasian rural seniors. Chi-square analysis was conducted
at the .05 rejection level and resulted in a p value less than 0.10. This p value may be
small enough to rule out sampling error and may suggest a statistically significant





F P F P
Yes 3 27.3 11 57.9
Uncertain 2 18.2 0 0.0
No 6 54.5 8 42.1
X^=5.085 dj=2 pK.lO F=Frequency P=Percent
Table 25 illustrates that 18.2% of African Americans and 21.1% of Caucasians
believe AIDS is a punishment from a higher being. Chi-square analysis was conducted at
the .05 rejection level and resulted in a p value greater than 0.20. This p value is not
small enough to rule out sampling error and does not suggest a statistically significant
difference on this values question.
Table 25
Punishment From A Higher Being
fN=30)African American Caucasian
F P F P
Yes 2 18.2 4 21.1
Uncertain 3 27.3 2 18.2
No 6 54.5 13 68.4
X'^=1.413 df=2 p>.20 F=Frequency P=Percent
Table 26 illustrates that 27.3% of African Americans and 42.1% of Caucasians
36
would allow their child to play with a neighborhood child who tested positive for HIV.
Crosstab calculation produced frequency and percentage totals for each group of
respondents. Chi-square analysis was conducted at the .05 rejection level and resulted in
a p value greater than 0.20. This p value is not small enough to rule out sampling error




F P F P
Yes 3 27.3 8 42.1
Uncertain 2 18.2 5 26.3
No 6 54.5 6 31.6
X^=1.534 <i/=2 p>.20 F=Frequency P=Percent
Table 27 illustrates that only 9.1% of African Americans and 36.8% of
Caucasians felt comfortable living with someone who is HIV. Crosstab calculation
produced frequency and percentage totals for each group of respondents. Chi-square
analysis was conducted at the .05 rejection level and resulted in a p value greater than
0.20. This p value is not small enough to rule out sampling error and does not suggest a





F P F P
Yes 1 9.1 7 36.8
Uncertain 5 45.5 3 15.8
No 5 45.5 9 47.4
X^=4.316 df=2 p<.20 F=Frequency P=Percent
Table 28 illustrates that 36.4% of African Americans and 21.1% of Caucasians
believe mosquito bites are a mode of transmitting AIDS. Chi-square analysis was
conducted at the .05 rejection level and resulted in a g value greater than 0.20. This 2
value is not small enough to rule out sampling error and does not suggest a statistically





F P F P
Yes 4 36.4 4 21.1
Uncertain 1 9.1 7 36.8
No 6 54.5 8 42.1
X'"=2.855 #=2 p>.20 F=Frequency P=Percent
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Table 29 illustrates that 18.2% of African Americans and 31.6% of Caucasians
would swim in a pool with someone who has HIV. Crosstab calculation produced
frequency and percentage totals for each group of respondents. Chi-square analysis was
conducted at the .05 rejection level and resulted in a p value greater than 0.20. This p
value is not small enough to rule out sampling error and does not suggest a statistically





F P F P
Yes 2 18.2 6 31.6
Uncertain 5 45.5 5 26.3
No 4 36.4 8 42.1
X^= 1.292 df=2 p>.10 F=Frequency P=Percent
Table 30 illustrates that 45.5% of African Americans and 42.1% of Caucasians
believe that people should abstain from sex to prevent HIV infection. Crosstab
calculation produced frequency and percentage totals for each group of respondents.
Chi-square analysis was conducted at the .05 rejection level and resulted in a p value
greater than 0.20. This p value is not small enough to rule out sampling error and does
not suggest a statistically significant difference between African Americans and





F P F P
Yes 5 45.5 8 42.1
Uncertain 1 9.1 3 15.8
No 5 45.5 8 42.1
X^=.271 df=2 p>.20 F=Frequency P=Percent
Table 31 illustrates that 54.5% of African Americans and 63.2% of Caucasians
believe that people should restrict their sexual activity to safer sex practices. Chi-square
analysis was conducted at the .05 rejection level and resulted in a p value greater than
0.20. This p value is not small enough to rule out sampling error and does not suggest a
statistically significant difference between African Americans and Caucasians on this
values question.
Table 31
Restricted To Safe Sex
(N=30)African American Caucasian
F P F P
Yes 6 54.5 12 63.2
Uncertain 3 27.3 3 15.8
No 2 18.2 4 21.1
X^=.574 df=2 p>.20 F=Frequency P=Percent
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Table 32 illustrates that 9.1% of African Americans and 15.8% of Caucasians
would terminate their relationship if partner became infected with HIV. Crosstab
calculation produced frequency and percentage totals for each group of respondents.
Chi-square analysis was conducted at the .05 rejection level and resulted in a p value
greater than 0.20. This p value is not small enough to rule out sampling error and does
not suggest a statistically significant difference between African Americans and
Caucasians on this values question.
Table 32
Terminate Relationship
(N=301 African American Caucasian
F P F P
Yes 1 9.1 3 15.8
Uncertain 5 45.5 6 31.6
No 5 45.5 10 52.6
X^=.672 df=2 p>.20 F=Frequency P=Percent
Table 33 illustrates that 90.9% of African Americans and 100.0% of Caucasians
would tell their partner if they tested positive for HIV. Crosstab calculation produced
frequency and percentage totals for each group of respondents. Chi-square analysis was
conducted at the .05 rejection level and resulted in a p value less than 0.20. This p value
is not small enough to rule out sampling error and does not suggest a statistically




Tell Partner IfHIV Positive
(N=30)African American Caucasian
F P F P
Yes 10 90.9 19 100.0
Uncertain 1 9.1 0 0.0
No 0 0.0 0 0.0
X^=1.787 df=l p<.20 F=Frequency P=Percent
Table 34 illustrates that 45.5% of African Americans and 42.1% of Caucasians
would discontinue their doctor or dentist’s services if they were HIV positive. Chi-
square analysis resulted in a p value less than 0.20. This p value is not small enough to
rule out sampling error and does not suggest a statistically significant difference between




F P F P
Yes 5 45.5 8 42.1
Uncertain 6 54.5 8 42.1
No 0 0.0 3 15.8
X^= 1.986 df=l p<.20 F=Frequency P=Percent
CHAPTER FIVE
SUMMARY AND CONCLUSION
All data collected in this study were intended to incretise understanding of the
HIV/AIDS knowledge, beliefs and values of rural African-American and Caucasian
seniors. This study revealed that 54.5% ofAfrican-American rural seniors know the
meaning of the acronym HIV, compared to 78.9% of rural Caucasians. Both African
American (100.0%) and Caucasian (94.7%) rural seniors report that they know the
meaning of the acronym AIDS. Caucasian rural seniors were more likely (84.9%) to
report that they know that AIDS is a deadly disease than rural African Americans
(54.5%). Most rural seniors (83.3%) report that they know that anyone can become
infected with HIV. When results were viewed in terms of ethnicity, 72.7% of rural
African-Americans reported that they knew anyone could become infected compared to
89.5% ofCaucasian rural seniors. A large (43.3%) number of rural seniors believe that
mosquito bites are a mode of transmission ofHIV. African Americans (45.5%) and
Caucasians (42.1%) report the above belief at similar rates.
Both rural African-American (100.0%) and rural Caucasian seniors (100.0%)
seem to have received the information, and believe that exchange ofblood, semen and
vaginal fluid is a mode of transmission. A total of 23.3% of rural seniors believe that
withdrawing before ejaculation could prevent transmission and 60.0% report that
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condoms can prevent transmission (See Tables 13&14). African-American rural seniors
(54.5%) reported that they knew oil-based products cause deterioration of condoms,
compared to 68.4% ofCaucasian rural seniors. When viewed in terms of total percentage
of seniors who know that oil-based products cause deterioration of condoms, 63.3% of
rural seniors reported that they knew about oil-based products effect on condoms. Both
African-American (72.7%) and Caucasian (78.9%) rural seniors believe that one can
prevent HTV by being careful in one’s sexual choices. Only 20.0% of rural respondents
thought only irresponsible people become infected. Rural African-Americans were more
likely to report that only irresponsible people contract HIV (36.4%) than rural Caucasian
(10.5%) seniors. A large (96.7%) number of rural seniors understand that HIV/AIDS
does not happen only to certain groups and 83.3% believe that persons may become
infected through no fault of their own.
Both rural African-American (54.5%) and rural Caucasian (52.6%) seniors
reported that they would feel comfortable working in the same space as someone with
HIV. Rural African-American seniors were less likely than rural Caucasian seniors to
report they were comfortable providing services one on one to someone with AIDS
(18.2% vs. 36.8%), hugging someone with HIV (27.3% vs.57.9%), swimming in a pool
with an HTV positive person (18.2% vs. 31.6%), or living with someone who is HTV
positive (9.1% vs. 36.8%; See Tables 23,24,27,29). Rural African-American
respondents also reported they would be slightly more comfortable (63.6%) than rural
Caucasian seniors (63.2%) in sending their child to a school where an infected classmate
attended, less comfortable seeing their child play with an HIV infected child (27.3% vs.
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42.1%), less likely to terminate a relationship with a newly diagnosed partner (9.1% vs.
15.8%), and slightly more likely (45.5% vs. 42.1%) to terminate service from a doctor or
dentist who was HIV positive.
Chi-square analysis demonstrated statistically significant differences between
rural African-American seniors and rural Caucasian seniors on 6 of the 35 instrument
items. Rural Aftican-American and rural Caucasian seniors demonstrated the highest
degree of statistically significant difference (p< .02) on the knowledge question
concerning transmission ofHIV to infants via breastmilk. More rural Caucasian seniors
(73.7%) reported they knew infants could become infected through ingestion of breast
milk, compared to 27.3% of rural African-American seniors. At a statistically significant
level of difference (p< .10), rural African-American seniors (27.3%) and 57.9% of rural
Caucasian seniors stated that they would not have a problem hugging someone with
AIDS. Due to the percentage ofAfrican Americans (0.0%) compared to the percentage
ofCaucasians (26.3%) who stated they would not send their child to a school with an
infected classmate, this item demonstrates a statistical significant level ofp< .10.
When asked whether persons can become infected through no fault of their own,
63.6% rural African-American seniors and 94.7% ofrural Caucasian seniors thought
people could get HIV through no fault oftheir own. Chi-square analysis produced a
statistically significant difference (p< .10) between rural African-American seniors and
rural Caucasian seniors on this item due the percentage of rural African-American seniors
(36.4%) who believe that people are at fault if they become infected with HIV. Similarly,
when asked to respond to the statement that only irresponsible people become infected
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with HIV, 63.6% of rural African-American seniors and 89.5% of rural Caucasian seniors
responded that the statement was false at a statistically significant (p< .10) level of
difference.
It is clear from the results of this study thatmore research is needed in order to
fully appreciate the needs of the rural African-American and Caucasian senior population
with regard to HIV/AIDS. This study suggests that, although rural Afncan-American and
Caucasian seniors demonstrate some knowledge about HIV/AIDS, there are gaps that can
be addressed through culturally appropriate intervention and education. Responses to
questions regarding HIV/AIDS values suggest that seniors would be receptive to material
delivered in a sensitive and culturally competent manner. While the findings of this
study allow rejection of the null hypothesis that there is no significant difference between
the knowledge, beliefs, and values of rural African-American and rural Caucasian
seniors, further research with a larger randomly selected sample will produce more
generalizable results and allow practitioners to tailor interventions to this population.
Limitation of the Study
The small size of the sample is a significant limitation in this study. A larger
respondent pool allowing true randomized sampling would increase the validity of the
findings and allow generalization to the larger population of seniors. In addition, the
respondent pool contained few seniors over 70 years of age. Inclusion of a wide range of
age groups is important when studying this population. Further, the answer category of
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“uncertain” should be eliminated from those instrument items allowing it as a choice.
This will force respondents to consider a more concrete, less ambiguous, “yes” or “no”
response and allow a more accurate analysis of the sample to take place.
Suggestions For Future Research
This study clearly indicates a need for fiiture research among this population with
regard to this topic. As a whole, seniors are not provided with a clear imderstanding of
their risk of infection from HIV. Future research efforts must focus on minority groups
within this population in order to define culturally sensitive methods by which to tailor
prevention and educational efforts. While some seniors have absorbed information from
the preventive efforts that target young adult and adolescents, their knowledge has
significant gaps. These gaps, unaddressed, allow myths and superstition to become
reality.
CHAPTER SIX
IMPLICATIONS FOR SOCIAL WORK PRACTICE
Social workers are ethically bound to act as advocates for disempowered,
marginalized, and stigmatized members ofour society. As such, social workers,
regardless ofpractice setting, have an obligation to become involved in the struggle
surrounding HIV/AIDS. Matters of research, policy, insurance, legislative lobbying,
educational efforts, and commimity organizing, are all the means by which social workers
can, and do, make a difference in the HIV/AIDS arena. It is, therefore, to be expected
that the social work profession will take initiative in bringing issues regarding HIV/AIDS
and older persons into the spotlight.
Long studied as a surrogate caregiver for their adult children who had contracted
HIV, or as surrogate parents for the children left behind by those adults, seniors must
now be addressed as persons at risk for infection themselves. Ifpreventive services are
not put in place for this population, social workers will not only have an entire new
population for which to provide services, but will lose the remaining family stopgap to
placing children in state custody. Refhuning our perceptions of seniors requires that
social workers come to grips with their personal reluctance to appreciate the healthy
sexuality of seniors. Social workers must also take on a perspective of seniors as persons




One area in which social workers can make an immediate impact is in educational
efforts regarding HIV/AIDS. Remaining open to discussion of sexual matters and
encouraging senior clients to explore their potential of infection, from engaging in any of
the behaviors regarded as risk indicators, is something every social worker can do.
Engaging in research on this topic and publicizing the findings will educate other
professionals and contribute to the growth ofeducational material designed to reach the
senior population.
Another venue ofactivity that can produce an immediate impact is the senior
citizen center. Volunteering to give a presentation at a local center can put a wealth of
information directly into the hands of seniors. Efforts such as this take very little time or
preparation, but produce a large return on the time involved. Social workers who present
themselves in an open and accepting manner will find that many seniors are eager to
explore this topic with someone and are receptive to the information they receive.
Social workers must be sensitive to the cultural issues involved with regard to the
senior population and HIV/AIDS. While this population may be disenfranchised to one
degree or another based on age discrimination, additional factors of gender, race and rural
geographic locale compoimd and exponentially increase the degree ofmarginalization
and disempowerment. The impact of such marginalization on access to care and services,
presence and strength of support systems, as well as specific individual response to
prevention efforts or diagnosis ofHIV infection, must be taken into consideration in






1. How old are you?
2. What is your ethnicity? {Circle one)
1. African American 3. Latino
2. Caucasian 4. Other
3. What is your gender? (Circle one)
1. Male
2. Female
4. What is your Marital Status: (Circle one)
1. Married 3. Separated 5. WidowAVidower
2. Divorced 4. Single 6. Living with significant other
KNOWLEDGE, BELIEFS, AND VALUES
5. HIV stands for hiunan immunodeficiency virus.
6. AIDS stands for acquired immime deficiency.
7. HIV is a deadly disease without a cure.
8. Anyone can become infected with HIV.






10. HIV can be transmitted to a baby through an infected mother’s breastmilk.
True or False
11. HIV uses living white blood cells to make more viral cells. True or False




13. HIV can be prevented if the woman is taking birth control pills. True or False
14. If a male does not use a condom, withdrawing before ejaculationwill prevent
infection with HIV. True or False
15. Using a polyurethane condom during sex prevents HIV infection. True or False
16. Oil-based products, such as Vaseline, will cause latex condoms to weaken and/or
break. True or False
17. Ifone is careful, AIDS can be prevented True or False
18. Only irresponsible people become infected with HIV. True or False
19. HIV only happens to people in certain groups. True or False
20. People can become infected through no fault of their own. True or False
21. AIDS is a disease that can happen to anyone. True or False
CHECK ONE ANSWER IN THE SPACE PROVIDED
22. Would you be comfortable working in the same space as someone infected with
HIV?
1. YES 2. UNCERTAIN 3. NO
23. Ifyou were a parent, would you send your child to a school in which a classmate
was known to be infected with HIV?
1. YES 2. UNCERTAIN 3. NO
24. If you were working in a nursing home, would you be comfortable working with
residents known to have AIDS?
1. YES 2. UNCERTAIN 3. NO
52
APPENDIX A Continued
25. Would you feel comfortable hugging someone who has AIDS?
I.YES 2. UNCERTAIN 3. NO
26. Do you believe that AIDS is a punishment from a higher being for engaging in
homosexual behavior?
1 .YES 2. UNCERTAIN 3. NO
27. Ifyou were a parent, would you feel comfortable seeing your child play with a
child who has tested positive for HIV?
1 .YES 2. UNCERTAIN 3. NO
28. Would you be comfortable with a roommate who has HIV?
1 .YES 2. UNCERTAIN 3. NO
29. Do you believe HIV/AIDS can be transmitted by mosquito bite?
1 .YES 2. UNCERTAIN 3. NO
30. Would you be comfortable swimming in the same pool as someone who has
HIV?
I .YES 2. UNCERTAIN 3. NO
31. Do you believe people should abstain from sex to prevent infection?
1 .YES 2. UNCERTAIN 3. NO
32. Do you believe that restricting sexual activity to safer practices can prevent HIV?
1 .YES 2. UNCERTAIN 3. NO
33. If you discovered your partner tested positive for HIV, would you end the
relationship?
LYES 2. UNCERTAIN 3. NO
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34. Ifyou tested positive for HIV, would you tell your partner?
1 .YES 2. UNCERTAIN 3. NO
35. Ifyou discovered that your doctor or dentist was HIV positive, would you
discontinue receiving services from them?
1 .YES 2. UNCERTAIN 3. NO
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APPENDIX B: INFORMED CONSENT
Clark Atlanta University
During January 2003, a student will be conducting research at this location. The
research is designed to help increase understanding about the knowledge and values of
the 50 plus year old population group regarding HIV/AIDS. Your participation is
completely voluntary and will not result in compensation of any kind.
The research will be conducted by using a self-report survey questionnaire and
results will be used in a thesis research paper by the researcher as part of fulfillment of
the Master of Social Work degree at Clark Atlanta University. The survey will ask
questions concerning age, race, marital status, and other background information, as well
as questions concerning personal values and knowledge. Anonymity and confidentiality •
will be assured through the absence of any identifying information on the survey
instrument.
You have agreed to take part in this study of seniors and HIV/AIDS by signing
and returning this informed consent to participate. Thank you in advance for your




Graduate Social Work Student
Clark Atlanta University Date
Whitney M. Young, Jr.School of Social Work
Thesis Advisor: Prof. Hattie M. Mitchell ('404') 880-8548
22S James P. Brawlev Drive, S.W. • Atlanta, Georcu 30S14-4391 • (404)880-8000
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I am a graduate student in the Whitney M. Young Jr., School of Social Work at Clark
Atlanta University. 1 am currently working to complete a thesis research project as partial
fulfillment ofmy graduation requirement. The subject area I will be researching is
pertaining to the knowledge, beliefs, and values regarding HIV/AIDS among African
American and Caucasian residents of the local rural geographic area. The information
obtained from the study will be kept confidential and only used for the purptoses of this
study.
I am requesting permission to set up a booth at your store in order to collect the
information needed in the study. Panicipation will be completely voluntary and no
disraption of the normal activities of the store will occur. I would like to collect the
sample prior to the end of January. For documentation purposes, please indicate your
approval or disapproval of this request below:
I give you authorization to collect the required information at the location
indicated above.
I do not give you authorization to collect the required information at the
location indicated above.
If you have any questions or concerns regarding this request, please contact me at (678)
793-4627.
Thank you in advance for your consideration.
Barbara M. Munro
Graduate SocialWork Student
Hattie M. Mitchell, LCSW
Thesis Adviser
223 James P.Brawley Drive. S.W. • Atlanta, Georgia 30314-4391 • (404)880-8000
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